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As this is a succinct well-designed study with important and clinically relevant findings, I hope to extend my respect to the authors of this article. With that, I want to ask their attention to the following questions:

Q1. The authors concluded that the maxillary interdental root regions U2-U3 and U1-U1 were the best sites for miniscrew implant placement. However, the space between U1-U1 may be less than an optical placement site due to presence of the maxillary anterior frenum, especially given that inflammation is known to be associated with miniscrew failure. I am curious about the authors\' experience in management of miniscrew implants placed between U1-U1, and would appreciate if they provide any clinical tips concerning the ways to increase its survival rates.

Q2. It is interesting that the sample included a good mix of Cl I, II and III patients and yet no differences were reported. Because Cl III patients are often presented with more proclined maxillary incisors, one would guess that thinner cortical bone thickness might be associated with Cl III\'s. Authors\' comments here would be appreciated

Q3. It seems that the results of this investigation point toward that the anterior maxilla may be a poor choice as a recipient site of miniscrew implants, mainly because of the narrow interdental root distance. Though authors ended with a positive note by referring Janson et al.[@B1] in discussion, there are other evidences that detrimental cellular activities such as surface resorption could take place when the clearance of bone between root and implant is inadequate, for example less than 1 mm. Other than using miniscrews with a smaller diameter, what other approaches could be taken to reduce the risk of tooth damage? Finally, should the contact between the root surface and miniscrew implant is confirmed in the anterior maxilla, what steps would you recommend to resolve the situation?

I thank the authors for their considerations and valuable inputs regarding the questions above.
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**A1.** When placing miniscrew-implants in the U1-U1 interradicular space, one of the difficult challenges may be to stay away from the labial frenum. Fortunately, it is often observed that the location of the labial frenum tends to be more superior in patients with vertical maxillary excess, and this renders the frenum as a relatively easier problem to manage. Nonetheless, if its proximity poses a serious issue, a small incision adjacent to the frenum could reduce an inflammation substantially by preventing \'rolling\' of the soft tissue during placement.

Also, it is always a good practice to implement a healthy oral hygiene regimen including a periodic scaling to control any inflammation in the tissue surrounding the insertion site. In addition, considering that it takes only 50-70 g of a relatively light force for the maxillary anterior intrusion, the stability of miniscrew-implants placed in this region should be acceptable.

**A2.** During the preliminary stage of data analysis the patients were grouped according to the sagittal (Cl I, II, III) as well as vertical (hyper-, normo-, and hypo-divergence) parameters. When the sagittal plane was considered, no significant difference was found in the interdental root distance and labio-palatal thickness. Only statistically significant difference was found between U1-U1 at ICE 6 mm in cortical thickness measurements, which later showed that such difference was limited between Cl II and III. As pointed, out, Cl III patients displayed the thinner cortical bone thickness.

This finding, however, could not be considered as a factor that dictates the major results of this investigation. In future studies, perhaps it may be worthwhile to evaluate the interplay between additional skeletal patterns and cortical bone thicknesses.

**A3.** In general, the diameters of orthodontic miniscrew-implants range from 1.2 mm to 1.6 mm. As the interdental root distance of U1-U1 varied in the neighborhood of 2.37-3.87 mm at ICEJ 4-8 mm, it leave insufficient amount of space to secure a minimum of 1 mm safe zone between implant and root surfaces. However, there are other factors that should be taken into considerations.

The design of most miniscrew-implant is such that it tapers from the head to the tip in a conical shape. Since the diameter of miniscrews denotes the thickest part of the screw body, its dimension near the root surfaces is actually smaller. Also, the miniscrew insertion angle to the cortical bone surface, which is 60-80 degrees, allows that its tip moves posteriorly and superiorly in the anterior maxilla during placement. The net result is that both factors add an increased clearance. Therefore, when the implant placement procedure is considered in three-dimension, it tends to present a more optimistic picture than when the simple numerical data may suggest.

It is extremely rare event that root damage occurs during the miniscrew-implant insertion, and clinicians should be aware of the risks but not be overly concerned. Taking a periapical radiograph is recommended since it helps to detect any malpositioned miniscrews. Though unlikely, if root contacts occurs, patients will report a consistent pain near the insertion site. Miniscrews should be removed as soon as possible if the contact is detected, and reparative cementum and regeneration of PDL tend to restore the healthy tissue in a relatively short term after its removal.
